Objectives. Research examining the importance of pain beliefs and coping strategies to chronic pain adjustment has been performed almost exclusively using Western populations. The purpose of this study was to examine empirically the generalizability of this research to Singapore.
Introduction
Significant depression and disability are often reported by patients with chronic pain [1] [2] [3] [4] . However, many are not depressed and are able function well despite pain [5, 6] . Based on a biopsychosocial model, this variability in functioning is hypothesized to be due, at least in part, to the differences in patients' pain-related coping responses and beliefs [7, 8] .
Coping responses and beliefs can be classified as "adaptive" or "maladaptive" based on their tendency to promote function or dysfunction, respectively [9] . In research with patients from Western countries, the patterns of associations between some beliefs and coping strategies and measures of function have shown a fairly consistent pattern [8, [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] . Although significant associations are not always found, when found the following belief and coping domains tend to associate positively with pain and dysfunction, suggesting that they might be "maladaptive": the beliefs in oneself as disabled, that hurt signals harm, that medications are suitable for treating pain, and that others should provide assistance when one is in pain; and the coping responses of guarding, resting, and asking for assistance [8, [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] . The following belief and coping domains tend to associate negatively with pain and dysfunction when significant associations are found (i.e., suggesting they might be "adaptive"): belief in control over one's pain and the coping response of task persistence [8, [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] .
Despite the large and growing body of research examining the importance of beliefs and coping strategies to chronic pain adjustment, the research in this area has been performed almost exclusively using Western populations. Yet, compelling reasons to evaluate the generalizability of these findings to other cultures and populations, including patients from Singapore, exist. Singapore's chronic pain prevalence is estimated to be 9%, increasing steeply to 20% for those who are age 65 years old and older [20] . Being regarded as a rapidly aging population [21] , pain prevalence in Singapore is expected to increase [22] . In addition, cognitive behavioral therapy (CBT) as a form of treatment for chronic pain is relatively uncommon in Singapore [23] . Thus, incorporating CBT into the treatment of patients with chronic pain in Singapore may be of considerable value. However, coping responses and beliefs (factors that are commonly the target for change in CBT) are likely to be influenced by culture and nationality, such that patients from western countries and Singapore may differ in pain beliefs, in coping strategies, or, more importantly, in how adaptive or maladaptive these beliefs and strategies are [24] [25] [26] [27] [28] [29] [30] . Therefore, different beliefs and coping strategies may require attention in Singapore patients than in patients from Western countries; it would be inappropriate and potentially even harmful to implement psychosocial interventions based on Western research on patients in Singapore without first confirming the specific beliefs and coping responses that are of particular importance in this population.
Consistent with this idea, previous research has shown that different ethnic groups and countries often demonstrate differences in their pain-related beliefs and use of coping strategies [24] [25] [26] [27] [28] [29] [30] , and also some differences in their patterns of associations between belief/coping strategies and measures of dysfunction [26, 29, 31] . It is therefore necessary to determine empirically the generalizability of the findings between Western populations and Singapore in order to better understand which findings are "universal" and which are culture/country-specific in order to identify beliefs and coping strategies that require extra interventions in Singapore patients and to also provide preliminary evidence for the suitability/unsuitability of CBT, which was developed for Western populations, for use with Singaporeans.
Given these considerations, one objective of the current study was to determine if the endorsement of pain beliefs and the use of coping responses differed between individuals with chronic pain from Singapore and the United States. In addition, we sought to determine if the associations between pain beliefs and coping strategies with pain intensity, pain interference, and depressive symptoms differed between the two populations. We hypothesized that, if statistically significant, beliefs and coping strategies thought to be "adaptive" and "maladaptive" would show negative and positive associations, respectively, with measurements of pain and dysfunction in both samples. We also hypothesized that the majority of the associations between beliefs and coping strategies with measures of pain and dysfunction would be of similar strength in the samples. Although some differences in the use of coping strategies and endorsement of pain beliefs, and their association with measurements of pain and dysfunction, were anticipated given the possible effects of culture, we did not make any a priori hypotheses regarding these differences because research comparing patients from Singapore and the United States on pain beliefs/coping strategies are currently lacking.
Methods

Study Design and Procedures
The data for the current analyses came from two sources. Data from Singaporean patients came from a survey study that recruited participants from three National University Hospital (NUH) clinics: the Orthopedic Spine Clinic, Anesthesia Pain Clinic, and the Rheumatology Clinic. Potential participants were identified by clinic physicians and then screened for eligibility by a research assistant stationed at each clinic. Study procedures were described to potential eligible participants, and interested participants signed an informed consent form. Participants were then asked to complete a packet of paper-and-pencil self-report questionnaires (described below) at NUH. Ethical approval for the Singapore study was obtained from the National Healthcare Group Domain Specific Review Board.
Data from United States patients came from the database of a previously published study examining the associations between changes in pain-related coping and beliefs and changes in outcomes among patients with chronic pain that participated in multidisciplinary pain treatment [32] . The details regarding the procedures from that study can be found in the original publication. Briefly, and most germane to the current analyses, potential participants for the study were approached when they were first screened for potential treatment. The study was described to them, and those who were eligible and interested were asked to sign an informed consent form. The participants completed telephone interview versions of the study measures (see below) at pretreatment, post-treatment, six-month follow-up, and 12-month follow-up. Data from the pretreatment interviews were used for the current analyses. Ethical approval for the US study was obtained from the University of Washington Institutional Review Board.
Singapore Patient Data Participants
A convenience sample of 101 individuals in Singapore with chronic pain agreed to participate in the current study. Inclusion criteria were: 1) having a diagnosis by the referring physician of either primarily chronic low back or chronic knee pain (pain lasting for three or more months); 2) reporting an average low back/knee average pain intensity of 4 or greater on a 0-10 numerical rating scale (in order to improve comparability with US patients' data, which included participants with moderate to severe pain); 3) being age 21-80 years; and 4) being able read, speak, and write in English. Exclusion criteria were: 1) having evidence of cognitive impairments (e.g., dementia, intellectual disability) that would interfere with the ability to provide informed consistent or complete the measures and 2) presenting with severe psychiatric or psychological symptoms that would interfere with participation. Of the 101 participants who agreed to participate, one was excluded from the analyses due to said participant's substantial amount of missing responses.
Measures
All participants in the Singapore study completed a packet of questionnaires designed to measure pain beliefs, pain coping, average pain intensity, pain interference, and depressive symptoms.
Pain beliefs were measured with items from the brief (1 item per scale) Survey of Pain Attitudes (SOPA) [33] . This scale consisted of seven subscales: control (belief in one's own control over pain), disability (belief that one is unable to function because of pain), harm (belief that pain is an indication of physical damage and that activities that cause pain should be avoided), emotion (belief that emotions influence pain), medication (belief that medications are suitable for treating chronic pain), solicitude (belief that others should provide assistance in response to pain behaviors), and medical cure (belief that a medical cure exists for one's chronic pain). Each belief was rated on a 5-point Likert scale ("very untrue" to "very true"). These SOPA items have demonstrated strong psychometric properties [33] . First, each one has shown strong correlations (r ! 0.66) with their corresponding parent scale in the original version. Second, each item displayed a similar pattern of associations with pain intensity and measures of function as their corresponding parent scale [33] .
Pain coping was measured with the brief (one item per scale) Chronic Pain Coping Inventory (CPCI) [33] . The CPCI scale consists of eight subscales assessing eight strategies commonly used to manage chronic pain: guarding, resting, asking for assistance, relaxation, task persistence, exercise/stretch, seeking social support, and coping self-statements. Participants were asked to state the number of days they used each coping strategy in the past week. The validity of the items used to assess these coping domains has been shown through their strong correlations (r ! 0.65) with their corresponding scales in the original version, as well as through the similarity of pattern of associations with pain intensity and measures of pain-related function [33] .
Participants were also asked to rate their average pain over the last seven days using the numerical rating scale (NRS; 0 ¼ "no pain," 10 ¼ "the most intense pain imaginable"). Numerical ratings scales of pain intensity show a strong association with other measures of pain intensity and stability over time, demonstrating their validity and reliability as measures of pain [34] . The NRS has also been found to be sensitive to changes in pain intensity from treatment in samples of patients from Singapore [23, 35] .
Pain interference was measured using the four-item Patient-Reported Outcomes Measurement Information System (PROMIS) Pain Interference Short Form [36] . The items selected asked participants to rate the magnitude of their pain interference during day-to-day activities, work around the home, ability to participate in social activities, and enjoyment of life. Each question was rated on a five-point Likert scale ("not at all" to "very much"), which were then summed to result in a raw score that could range between 4 and 20. Like all PROMIS measures, the pain interference raw score can be converted to a standardized t-score, with a mean of 50 and standard deviation of 10 in the normative sample [36] . The internal consistency of the four-item scale used in our sample was 0.90, indicating excellent reliability.
Depressive symptoms were assessed using the 10-item Center for Epidemiological Studies depression scale (CES-D 10) [37] . The CES-D 10 was developed to identify current depressive symptomatology related to major or clinical depression. The CES-D 10 asked respondents to rate the frequency of 10 depressive symptoms over the past week on four-point Likert scales ("rarely or none of the time" to "most of the time"). The score of each question was then summed to form a total score that ranged from 0-30, with higher scores representing greater symptom severity. This scale has been widely used in pain research [9] and possesses good predictive accuracy (Kappa ¼ 0.97) and test-retest reliability (r ¼ 0.71) [38] . Also, the CES-D scale has been found to be a reliable instrument in helping to identify depressive symptoms among patients with diabetes from Singapore [39] and also demonstrates adequate reliability and validity among community-dwelling older adults in Singapore [40] . The reliability (internal consistency) of the CES-D 10 scale in the current sample was 0.83, indicating good reliability.
US Patient Data Participants
As mentioned, the data from patients with chronic pain from the United States were taken from a previously published study examining the correlates of multidisciplinary pain treatment outcome [32] . The inclusion criteria for participation in this study were: 1) having significant pain-related disability; 2) having specific behavioral and functional goals that could be addressed in multidisciplinary pain treatment; 3) being age 18 years or older; 4) being able to read, speak, and write English; and 5) having funding for the program. Exclusion criteria were: 1) current alcohol or substance abuse; 2) having a medical condition that required a medical intervention other than multidisciplinary pain treatment; and 3) having a comorbidity that would prohibit participation in a physical reactivation program, dementia, or major psychopathology. To achieve better comparability with the Singapore sample, only data from the United States participants with primarily back or lower limb pain were used. This resulted in a sample size of 100.
Measures
With exception of the scale used to assess pain interference, the US sample used measures similar or identical to the ones used in the Singapore sample. The SOPA (the 57-item version) [41] , CPCI (65-item version) [42] , numerical rating scale of average pain intensity (identical to the Singapore sample), and the 20-item Center for Epidemiological Studies depression scale [37] were used to assess pain beliefs, pain coping strategies, pain intensity, and depressive symptoms, respectively. Although full versions of the SOPA, CPCI, and CES-D 20 were administered in the US sample, we rescored these measures using only the items that overlapped with the ones administered in the Singapore sample to make it possible to directly compare them.
Pain interference in the US sample was assessed using the 24-item Roland-Morris disability questionnaire (RMDQ) [43] . Although the RMDQ was originally developed for pain-related disability associated with back pain, the reworded version (without referring to the back) has been found to be reliable and valid among patients with diverse pain conditions [44] . The RMDQ score can range between 0 and 24, with higher scores representing greater pain interference. There are currently no published studies comparing this measure with the four-item PROMIS Pain Interference Short Form. However, researchers have compared the RMDQ with the 40-item and six-item PROMIS pain interference [45, 46] . They found a strong association between RMDQ and the 40-item and six-item PROMIS pain interference (r ¼ 0.62 and P ¼ 0.65, respectively), indicating that these scales assess a similar construct.
Data Analyses
As the variables in the samples were not normally distributed, nonparametric statistical tests were conducted. The number and percent (for categorical variables) or means and medians (for continuous variables) of the demographic and study variables were first computed for descriptive purposes. Next, we conducted a number of analyses to determine if the United States and Singapore samples differed in aspects other than race/ ethnicity. Specifically, we compared the two samples with respect to pain intensity, depressive symptom scores, age, race/ethnicity (Asian vs non-Asian), marital status (married vs widowed/divorced/single), and employment status (working vs not working) using the Chisquared test (for categorical variables) and MannWhitney test (for continuous variables).
To determine if the US and Singapore samples differed in their frequency of use of pain coping strategies and endorsement of pain beliefs and if the associations between pain beliefs and coping strategies with pain intensity and depressive symptoms differed between the two populations, we conducted the following analyses. First, we computed a series of Mann-Whitney tests to compare the pain coping strategy use and pain belief scores between both samples. We then computed Spearman's correlation coefficients between the measures of pain coping and beliefs and measures of pain intensity, pain interference, and depressive symptoms for the Singapore and US samples separately. Next, we examined and compared the correlation coefficients to determine if the strength of associations for pain beliefs/ coping with pain intensity and depressive symptoms differed between the two samples; the between-group differences in these coefficients were not evaluated statistically, however, because we are not aware of a statistical test for such comparisons. In addition, we did not compare the strength of associations between beliefs/coping and pain interference because different measures of pain interference were used in the Singapore and US samples.
For evaluating the effect sizes for the Mann-Whitney tests, we used Pearson's r, with 0.1, 0.3, and 0.5 representing small, medium, and large effect sizes, respectively [47] . For Chi-squared tests, we used Cramer's phi, where 0.1, 0.3, and 0.5 represent small, medium, and large effect sizes, respectively [48] . To limit the chances for type I error, we used an alpha of 0.01 to determine statistical significance [41] . A more conservative approach (e.g., Bonferroni correction) would dramatically increase the risk of type II errors, given the number of planned analyses. Our chosen approach balances the need to address both types of errors. All statistical analyses were performed using Statistical Package for the Social Sciences (SPSS; version 22.0, SPSS Inc., Chicago, IL, USA).
Results
Demographic Information
Descriptive information for both samples are presented in Table 1 . As can be seen, there were no significant differences in the samples with respect to age, sex, marital status (married vs widowed/divorced/single), or employment status (working vs not working). As expected, based on the countries involved, there were significant differences in the rates of participants who identified themselves as having Asian ethnicity (99% [Singapore] vs 1% [United States], v 2 (1) ¼ 192.08, P < 0.01).
Pain Intensity, Pain Interference, and Depressive Symptoms
The means and medians of the measures of average pain intensity, pain interference, and depressive symptoms in both samples are presented in Table 2 . As can be seen, significantly lower median levels of depressive symptoms were found in the Singapore sample (8) as compared with the US sample (15; U ¼ 7444, z ¼ 5.978, P < 0.01). Table 2 also presents the means and medians for the SOPA and CPCI scales for both the Singapore and US samples. As shown, statistically significant differences (P < 0.01) were found in eight (53%) of the comparisons. With respect to beliefs, the Singapore sample had lower scores on the SOPA item assessing the belief that they were disabled by pain and higher scores on the SOPA items assessing the beliefs that pain is a sign of harm, that medications are appropriate treatments for their pain problem, and that a medical cure exists for their pain problem. On the other hand, the US sample had higher scores on the use of guarding, resting, asking for assistance, and support-seeking than the Singapore sample.
Median Differences in SOPA and CPCI
Associations Between the SOPA and CPCI Scales and Pain Intensity, Pain Interference, and Depressive Symptoms
The correlations between SOPA/CPCI and the criterion variables are presented in Table 3 . Beliefs and coping responses classified as "adaptive" based on previous research, when statistically significant, were negatively associated with measures of pain and dysfunction in both the Singapore and US samples. Similarly, beliefs and coping responses classified as "maladaptive" based on previous research, when statistically significant, were positively associated with measures of pain and dysfunction in both the Singapore and US samples.
As the variables of interest were not normally distributed, a direct statistical comparison in the strength of the associations between SOPA/CPCI and measures of pain intensity and depressive symptoms is not possible. However, an observation of the associations in Table 3 reveals many similarities and some differences in the patterns of associations between the SOPA/CPCI scales and pain intensity and depressive symptoms between the Singapore and US samples. The primary differences were seen between SOPA medication, CPCI guarding, CPCI resting, and CPCI relaxation and measures of pain intensity. In the Singapore sample, these associations were positively and significantly correlated in the (44) 61 (61) *P < 0.01.
Singapore sample but were negatively and nonsignificantly correlated in the US sample.
Discussion
The findings from this study partially support the study hypotheses. Specifically, when statistically significant associations were found, beliefs and coping strategies classified as "adaptive" exhibited negative associations with pain and dysfunction, and those classified as "maladaptive" exhibited positive associations with pain and dysfunction. In addition, we found that only four out of 30 (13%) of the associations between beliefs/coping strategies and measures of pain/depressive symptoms were different between the Singapore and US samples. Finally, and as expected, a number of differences between the samples were also found in their use of coping strategies and degrees of agreement with pain beliefs.
These findings suggest that there may be differences in the endorsement of some beliefs between patients with chronic pain in Singapore and those in the United States. In general, the pattern suggests that patients from the United States see themselves as more disabled, while those from Singapore view their pain more from a traditional "biomedical" perspective than patients from the United States do. Specifically, patients from the United States had higher scores on the SOPA Disability scale, while patients from Singapore were more likely to view their pain as an indication of physical damage and that activities that cause pain should be avoided, that medications are suitable for treating chronic pain, and that a medical cure exists for their chronic pain. Psychosocial treatment for chronic pain is relatively rare in Singapore, and it is only in recent years has there been such interventions available at selected hospitals [23] . Thus, patients from Singapore may only be aware of the biomedical resources for chronic pain treatment, explaining the stronger "biomedical" perspective on pain seen in Singapore patients relative to US patients. However, it is of note that the Singaporean participants in this study were recruited while seeking treatment at a medical center whereas US participants were recruited while enrolled in a multidisciplinary pain treatment program. This difference could potentially explain why the Singaporean participants hold a stronger "biomedical" view toward pain. If these findings replicate and do not merely reflect differences in the sample due to the clinic populations from which they were recruited, the findings suggest that it may be important to identify effective strategies for introducing the biopsychosocial framework to patients in Singapore, as biomedical approaches alone have proven insufficient in the remediation of the myriad of problems associated with chronic pain [49, 50] . One potential treatment that would be worth examining in this context (and which has been found to be effective in Western populations) is the CBT treatment of activity exposure, in which patients are required to perform the physical activities or movements they fear and, over time, learn that these activities and movements are safe [51, 52] .
In addition, potential cultural differences can be seen in the frequency of use of various coping strategies, with the Singapore sample being less likely to seek social support and to use the "maladaptive" coping responses of guarding, resting, and asking for assistance. Related to this, Singapore participants view themselves as less disabled by their pain. These findings could potentially be related to the fact that stoicism is viewed as a positive trait [53] and a failure to tolerate pain is viewed as a sign of weakness in Asian cultures [54] . This finding suggests that clinicians may have to emphasize to Singaporean patients that seeking treatment for pain is acceptable and not a sign of weakness, as past research have found that stoicism has been associated with patients being less compliant to pain treatment and avoiding treatment entirely [55, 56] .
While a number of differences between the samples were found in their use of coping strategies and degrees of agreement with pain beliefs, it is of note that only SOPA disability and CPCI guarding were of moderate effect size (the remainder of the differences were of small effect size). This finding suggests that the differences in pain beliefs and coping strategies seen between the samples, although statistically significant, may actually be of little practical significance.
Our findings were consistent with the study's hypothesis that beliefs and coping strategies classified as "adaptive" and "maladaptive," as classified by previous investigators [8, [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] , would show negative and positive associations with dysfunction, respectively, when statistically significant in both samples. This finding is similar to the finding from a previous cross-cultural study (comparing patients from Portugal with patients from the United States on pain coping strategies), which found that 10 out of 12 significant associations in the Portugal sample were in the hypothesized directions [26] . As a group, these findings suggest that the beliefs/coping strategies that are classified as "adaptive" and "maladaptive" in the United States may also tend to be "adaptive" and "maladaptive" in non-US samples (at least, so far, with respect to patients with chronic pain from Portugal and Singapore). If this finding is replicated in future studies in patients from Portugal and Singapore, as well as in patients from other countries and cultures, it has significant implications for the treatment of pain worldwide; that is, it would suggest a potential "universality" with respect to the beliefs and coping responses that should be targeted in chronic pain treatment. Of course, the strategies most effective for making changes to these beliefs and coping responses might or might not be similar across cultures. However, it is important to note that the cross-sectional nature of the current and previous studies preclude the drawing of conclusive causal relationships regarding the relative impact of beliefs and coping on pain and function domains. The evaluation of the extent to which changes in beliefs and coping result in changes in pain and function requires clinical trials evaluating the effects of interventions that produce those changes.
Also consistent with the study's hypotheses, more similarities than differences were found in the strength of the associations between belief/coping strategies and measures of pain and dysfunction between the Singapore and US samples. This finding is similar to previous cross-cultural research that compared black with white Americans [29, 30] and patients from the United States with patients from Portugal [26] . The only intriguing differences found in the current study were in relation to SOPA medication, CPCI guarding, CPCI resting, and CPCI relaxation scales, which displayed a positive association with pain intensity in the Singapore sample, but displayed nonsignificant negative associations with pain intensity in the US sample. This finding is particularly interesting as coping responses have been found to be only weakly associated with pain intensity in US and Portuguese samples, and in some other English-speaking countries and non-Englishspeaking samples [15] [16] [17] 26, 57, 58, 31, 59, 60] . These differences could be explained, at least in part, by the previously mentioned finding that Singapore patients possess a stronger biomedical view toward pain than US patients. The possession of a stronger biomedical framework may have resulted in the Singapore patients being more likely to resort to biomedical coping strategies and views, rather than psychosocial strategies and a more psychosocial view, during episodes of increased pain. However, it should be noted that the cross-sectional nature of this study precludes us from drawing causal conclusions. It is possible, for example, that the abovementioned pain beliefs and coping strategies caused an increase in pain intensity in Singapore patients but not US patients, although previous research has found a causal impact of pain beliefs on pain intensity in US patients [61] . Future studies should explore the causal role of pain beliefs and coping strategies in the Singapore population.
Looking at the results as a whole, we found many similarities in the strength of the associations and the classification of belief/coping strategies as "adaptive" or "maladaptive" in the two samples. Therefore, it is possible that psychosocial interventions for pain that have been shown to be effective in Western populations (e.g., cognitive-behavioral therapy) may also be effective in Singapore. However, the stronger biomedical view toward pain that may be held by Singaporeans suggests that they might be less willing to be involved in such psychosocial interventions. Strategies for addressing this biomedical focus among patients in Singapore may therefore be an important first step to effective treatment in this population. Also of note is that Singapore is a multiracial society and differences between the races in pain experiences have been shown to exist [21, 62] . Therefore, differences between ethnic and racial groups within Singapore in the endorsement and use of pain beliefs and coping strategies and their association with pain-related outcomes may exist; future studies should examine this possibility.
This study possesses a number of limitations that must be taken into account when interpreting the results. First, data were collected only via self-report measures, and this may have biased the results through social desirability bias and shared method variance. However, this limitation is shared by the studies in both countries; it is therefore unlikely that this had a biasing impact on any between-group differences found. Still, it would be useful in future studies to assess objective measures (e.g., of function and activity level) whenever possible. Second, although the PROMIS and CES-D 10 scales used in this study demonstrated good to excellent reliability in the Singapore sample, there is limited evidence regarding their validity for use in non-Western cultures, such as Singapore. Possible differences in the validity of these measures may explain some of the differences found. More research using these measures in Singapore is needed to help to establish their validity in this population. Third, the Singapore and US samples differed on factors such as depressive symptoms, the measure used to assess pain interference, a clinic vs a multidisciplinary pain treatment sample, the use of telephone vs paper-and-pencil versions of the questionnaire, and differences in inclusion criteria. Therefore, the differences seen between the samples with respect to their beliefs, coping, and associations between these and pain intensity may have been due to some of these noncultural differences. This is another reason for the need to replicate these findings in other populations of patients with chronic pain. Fourth, we were unable to ascertain the etiology of the pain problems faced by the study participants. It is possible that relationships between pain beliefs/coping and adjustment to pain may be moderated [63] , at least partly, by pain etiology. Finally, as mentioned previously, the cross-sectional nature of the study precludes us from drawing conclusions regarding the potential impact of beliefs and coping on pain and pain-related outcomes.
Despite the study's limitations, however, the findings provide further support for the potential influence of culture on how individuals view and cope with pain. Our findings also show that, in general, the classification of beliefs/coping strategies and the strength of their association with adjustment found in the West replicate in patients from Singapore. This provides preliminary support for the appropriateness of the use of CBT interventions developed in the United States (that target specific beliefs and coping strategies) on the Singapore population, while, preliminary, the findings also suggest the possibility that patients in Singapore have a greater biomedical view of their pain and may therefore require additional or culture-specific interventions to address this focus, which might not be required to the same extent in patients from the United States. Further research on Singaporeans is warranted to determine the generalizability of the associations found, to understand the causal relationship between beliefs and coping strategies with important pain-related outcomes, and to determine the effectiveness of CBT in this population.
